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Letters to the Editordissection (MLND) versus mediastinal
lymph node sampling (MLNS) during
pulmonary resection. The 4 trials that
were included in the meta-analyses in-
cluded the American College of Sur-
gery Oncology Group (ACOSOG)
Z0030 trial1 as well as trials reported
by Wu,2 Sugi,3 Izbicki,4 and their co-
workers. All of these trials addressed
the question of whether MLND im-
proved survival after pulmonary resec-
tion for lung cancer compared with
MLNS.
In the Izbicki trial,4 patients with re-
sectable non–small cell lung cancer
(NSCLC) stages I, II, or IIIA were
staged preoperatively with computed
tomography but had mediastinoscopy
only if they had enlarged contralateral
(N3) nodes. Patients were randomized
at thoracotomy to MLNS or MLND.
This methodology differs from that
used in the ACOSOG trial, wherein
only patientswho hadnegative system-
atic sampling of stations 2R, 4R, 7, and
10R for right-sided tumors and 5, 6, 7,
and 10L for left-sided tumors were el-
igible for randomization. In this way,
patients with N2 postive nodes that
were discovered with sampling were
excluded from the trial.
In the trial reported by Sugi and as-
sociates,3 only patients with small T1
(<2 cm; stage Ia) NSCLC were in-
cluded, but a similar protocol to that
used in the Izbicki trial was used (ie,
invasive mediastinal node assessment
was not done before randomization).
The ACOSOG trial1 included patients
with clinical stages I and II, although
the majority of patients had stage I
disease with approximately equal pro-
portions of stage Ia and Ib.
In the trial reported by Wu and co-
workers,2 only clinical staging was
performed before randomization; no
invasive mediastinal staging was per-
formed before randomization, with
the result that 40% of patients in the
MLND group had stage IIIa disease
versus 28% in the MLNS group.
Takagi and colleagues report
a strong trend to improved survival in
their meta-analysis of the 4 trials withThe Journala relative risk (RR) of 0.91 (95% con-
fidence interval [CI], 0.82-1.0), but if
the ACOSOG trial is excluded, the re-
sult changes with a RR of 0.87 [95%
CI, 0.76-0.99; P ¼ .04]. The non-
ACOSOG trials are all similar in that
invasive staging of the mediastinum
was not done before randomization.
How, then, should we interpret these
results? It appears that if invasive me-
diastinal lymph node assessment is not
done before resection (ie, no mediasti-
noscopy and no mediastinal lymph no-
des sampling), then an MLND should
be performed as it potentially offers
a survival advantage largely because
of the detection and removal of posi-
tive mediastinal nodes. However, if
the surgeon has systematically staged
the mediastinum either by mediastino-
scopy or by sampling at the time of
pulmonary resection for T1 or T2
NSCLC by thoracotomy or video-
assisted thoracic surgery and there is
no evidence of N2 disease, then
MLND by formal en bloc resection
adds nothing further and offers no sur-
vival advantage.
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TWO-DIMENSIONAL AND
COLOR DOPPLER
ECHOCARDIOGRAPHIC
GUIDANCE ENABLE ROUTINE
ASCENDING AORTIC
CANNULATION IN TYPE A
ACUTE AORTIC DISSECTION
To the Editor:
We readwith great interest the recent
article by Inoue and associates1 describ-
ing routine ascending aortic cannula-
tion in type A acute dissection with
the guidance of epiaortic scanning.
Over the past year, we have started
adopting a similar strategy as a routine
in type A aortic dissection. The proce-
dure has been used in 7 consecutive
patients so far with no complications
related to cannulation. As we read
the authors’ impressive work,1 we
pondered over queries regarding 2
main differences in our technique.
First, transesophageal echocardiog-
raphy (TEE) is a valuable adjunct to
the procedure. In our practice, intrao-
perative TEE is routinely used in
type A dissection, so we relied on
a combination of TEE and epiaortic
scanning to assist in direct cannulation
of the aorta. TEE, apart from its nu-
merous diagnostic capacities in such
cases, may be a valuable adjunct to
this specific procedure. It allows con-
firmation of the position of the guide-
wire and the cannula in the distal arch
or descending aorta, as well as the
flow in the true lumen when the arte-
rial line is tested immediately after
cannulation. The use of TEE in such
a setting was previously described by
G€ob€ol€os and colleagues,2 although
they described it without the use of ep-
iaortic scanning and as a bail-out,
rather than a routine procedure.
Second, we noticed that the authors1
repeatedly highlighted the value of de-
compression of the aorta by instituting
femoro-atrial bypass before ascendingry c Volume 142, Number 2 479
Letters to the Editoraortic cannulation. At this point, it is
important to point out that epiaortic
scanning and TEE are only means of
confirming a cannulation site, initially
planned after careful examination of
preoperative computed tomography
scans. Our concern is that aortic de-
compression may alter the true and
false lumen arrangement as seen on
computed tomography or make identi-
fication of the flap delineating the true
lumen from the false lumen more diffi-
cult at times. In our experience, we
found no necessity for aortic decom-
pression before cannulation, and de-
cided that the minimally traumatic
nature of the Seldinger technique for
cannulation reduces any potential risk
of aortic rupture. In a series of 122 pa-
tients, the Hannover group previously
reported ascending aortic cannulation
in acute aortic dissection type A.
Similar to our experience, no aortic
decompression was necessary before
cannulation. Even without precautions
such as guidance of epiaortic scanning
or the use of Seldinger technique, there
was only 1 incidence of aortic rupture
that occurred spontaneously after in-
stitution of cardiopulmonary bypass,
rather than during aortic cannulation.3
Ensuring antegrade flow from the start
of the procedure obviates the need for
femoral cannulation, along with its
potential risks and complications.
The time saved by such a straightfor-
ward aortic cannulation may be of im-
portance in unstable patients.
Finally, we commend the authors
for an important and fine article, and
look forward to their response.
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We appreciate the interest in our
work1 and are pleased to reply the
comments.
First, throughour experiences of 108
cases, to establish true lumen antegrade
perfusion firmly, confirmation of the
apical location of arterial entry catheter
within the true lumen of ascending
aorta is indispensable,2 and then the
guide wire and cannula would inevita-
bly be placed within the true lumen
of ascending aorta. We use epiaortic
echocardiography as an anatomic
guidance for cannulation and transeso-
phageal echocardiography (TEE) as
cardiac monitoring, because TEE can-
not provide sufficient information of
the ascending aorta to the proximal
arch.3 If there is no intention to place
the cannula distally to transverse arch,
there is no need to insert the guide
wire deep into the level of descending
aorta. Inadequate position of the guide
wiremay result inwrong positioning of
the cannula. Even if you see the guide
wire within the descending aorta by
TEE, it does not ensure that it is within
the true lumen throughout its length.
Because there is often more than one
entry, there would be a concern that
the guide wire may pass through or
penetrate to the false lumen and return
to the true lumen at the descending
aorta.
Second, we have not experienced
alterations of true and false lumen di-
mensions that affected ascending
aorta cannulation because of femoralardiovascular Surgery c August 2011artery (FA) cannulation under continu-
ous real-time epiaortic ultrasono-
graphic monitoring.4 FA cannulation
may not always be necessary, for
example, in the cases with semicircular
dissection or circular dissection1 with
the thrombosed false lumen, because
the true lumen can be reached directly
or within short distance. Actually, in
most of the recent cases, we cannulate
the ascending aorta with pharmaco-
logic decompression instead of FA
cannulation. However, we still think
that prior aortic decompression by
somemeans, includingFAcannulation,
is indeed important to secure safe rou-
tine ascending aorta cannulation, for
example, in cases of circumferential
dissection with a collapsed narrow
true lumen and a pressurized perfused
false lumen resulting from absence of
reentry.1 In such cases, precaution is
required because adequate placement
of the cannula without decompression
is difficult, and the difficulty in can-
nulation tends to result in inadequate
placement of the cannula, which
may increase the risk of aortic
rupture.5
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